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{F 000} | INITIAL COMMENTS {F 000} F 000 Withour admitting or denying the
citations rendered, Imperial Gardens Health” C?/ f'x
A revislt was completed at Imperial Gardens and Rehabilitation alleges it will he in 4
Heaith and Rehabilitation Cenﬁer on Septetmnbar compliance  with all  deficiencies on
8, 2011, following acceptance of the Allegation of September 12, 2011,
Compliance to remove the Immediate Jeopardy '
at F333 Scope and Severity leyel "J". The revisit
revealed the corrective aetions implemented
August 30, 2011, removed the Immediate
| Jeopardy at F333, but non-co pliance continues
| 8ta"D" as evidenced by the fi dings at F333.
The "G" leve] citation at F323 and the "D" leve| .
citations at F157 and F281 remain cutstanding.
The facility is required to submit 2 plan of
correction for all outstanding tags.
¥ 157 Imperial Gardens will ensure
| appropriute parties are notified when there
is a significant change in the resident's
: ! condition, a change in treatment, or a
{Fsgig 3?«3:%338; (): E}gggég;?;’gGEs {F 157} | decision to transfer or dischurge a resident,
A facility must immediately infarm the recids i Resident # 11's family was notificd on
consul‘fywith the resident'syphy;ician; and It ey [ 8]93201 1 of an t::levalcd PT/INR whgn the
known, notify the resident's ingal representative | i i‘ll'sf.“'md when the second lab rr:sull;s WCIC
| O an interested tamily member when there is an obtained by the nurse on duty making the
| accident involving the resident which results in =~ | discovery. The on-call Nurse Practitioner
injury and has the potential for tequiring physietan was aiso notificd as well as the Attending.
intervention; a significant chanae in the resident's Physician by the nurse on duty making ic
physical, mental, or psychosocial status (i.e., @ discovery.  Additionally, the Attending
detenioration in health, mental, or psychosocial Physician was notified that same day of (he
status in efther iife threatening _bonditions or medication error by the nurse on duty
chinical complications); a need fo alter treatment making the discovery, The family was also
significantly (i.e., 2 need to discontinue an . | notified that the resident was being
i existing form of treatment dus o adverse ! transferred 10 the hospital due to the
!' consequences, or 1o commence a new form of | clevated PT/INR by the nurse on duly when |
! treatment); or a decision to transfer or discharge | the resident was transferred. i
j the resident from the facility as|specified in ‘ i 5
H |

LARORATORY DIF'.EC(TDR’S OVIDER/SUPPLIER,

Ot o S Aa 0

—F'HEB!ENTATF'VE'S STGI URE 1 s
K74 oy fyﬁf/z{/}wm&aﬁﬂ

TITLE (XE) DATE

| Yo/

4ty deficiancy statornent ending with an akterisk (7)
sther cafeguards provide suffisiont protection 1o the patients. (S5ee instructions.) Except for
foliowing the date of survey whether or 1ot a plen of correction is orovided, For nursing ho
days following the date these docuinentz are mage o
JAFngram paricipation.

*ORM Crg-2567

02-99) Previous Verslons Onnelate ;

Event ID: QP52

tenotes = defigiency which the institution ma

HU m%‘
valioblo to the {acility. i deficiencies are ol

Faelity 10: T

y be excused from eorrocting providing N is detarmined that
hursing homes, the findings siated above are disclosable 90 dayt
the above findings and pluns of cormaction are dieelozable 12
ted, an approved plan of comaction is roquisits to continued

1912

H continuation sheet Prge 1 of 32




From :UANGUARD_IMPERIAL-MANOR Fax No. 16158650321 Sep. 12 2011 1B:39AM P ¢
DEPARTMENT OF HEALTH AND HUMAN SERVICES R ORM APostaD
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09238-0301

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER, CONPLETED
A BUILOING
R-C
At e 09/06/2011

NAME OF PROVIDER OR SUPPLIER

IMPERIAL GARDENS HEALTH AND REHABILITATION

STREET ADDRESS, CITY, STATE, ZIF CODE
306 W DUE WEST AVE

MADISON, TN 37115

- §483.12(a).

and, if known, the resident’s.
. af interested family member
change in room or rocmmate
specified in §483.15(e)(2); o
resident rights under Federal
regulations as specified in pa
this section.

the address and phone num
: legal representative or intere

| This REQUIREMENT is not
by
|

the facility failed to notify the 1
| medication error for one resig
thirty-one residents reviewad.

The findings included:
:' Resident #11 was admitted td

11, 2011, with diagnoses incl
Cerebral Ariery Occlusion, C

- Disbetic Retinopathy.

blood) by mouth at bedtime 9
Tues, and Thurs (Saturday, S

| the resident from the facility as specified in

The facility must also pramplly notify the resident

The facility must record and {eriodically update

Based on medical record review and interview,

Chranic Anticoagulation, Hyperlipidemla, and

| Review of a Physician's Order dated August 5,
1 2011, revealed,"(Coumadin) Warfarin Sadium 4
| mg (milligrams) Tablet {medigetion that thins the

and Thursday)...(Coumadin) Warfarin Sodium

egal representative
when there is a
assignment as

ra change in

or State law or
ragraph (b}(1) of

er of the resident's
ted farmily mamber,

met as evidenced

amily of & significant
ent (#11) of

the facility on July
ding Diabetes,
rebral Infarction,

00 p.m. Sat, Sun,
unday, Tuesday

oo i SUMMARY STATEMENT OF DEFICIENGIES o] PROVIDER'S PLAN QF CORRECTION | 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREMX (EACH CORRECTIVE ACTION SHOULD BE : COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CRQSS-REFERENCED TO THE APPROPRINTE | BATE
". I’ DEPICIENCY) |
' |
|
{F 157} | Continued From page 1 {F 157}

| Beginning on Avgust 16, 2011 all team

Attempts to comununicate with the family |
regarding the medication emor failed due to ]
the family canceling a meceting set up with »
them on 8/9/2011; not answering the phone .
on 8/11/2011; and hanging up on the}
Administrator and Social Worker during a;
conversation on 8/11/2011. On this last!
attempt the family stated they did not want
to talk with Imperial Gardens anymorc :
about unything just prior to hanging up the |
phone and ending the conversation. I'

Resident # 11 is no longer at the Jucility.

Residents with uny change in condition,
medication error, or discharge/transfer to &
hospital have the potential 1o be effected.

leader nurses were in-serviced by IDON, an
LPN and Nurse [Educator regarding
notification to appropriate partics when a|
resident has a change in condition. This’
began the one hundred percent education to:
] Ticensed nursing staff. The cducation
was completed with all licensed staff on
August 22, 2011, New or reluming
licensed staff members including licensed
agency staff” will receive cducation on
notification to appropriate partics when a
resident has 4 change in condition prior to
working on the units by the Nurse Educator
or designee,
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My | SUNMIMARY STATEMENT OF DEFICIENGIES | o PROVIDER'S PLAN OF COPRESTION | =
PREFIX {EACH DEFICIENCY MUST BE PRECEDED Dy PULL PREFTX (EACH CORRECTIVE AGTION SHOULD BE | COMPLITION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIDN} | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i i DEFICIENGY)
] :
- ; The TDON or designee reviews the 24 hour
F15 3 G : : :
{F187} ‘ Continued From page 2 {F 157} report daily, This report identifies residents
; < A | who have a change in condition or
] Med'dcm record review of the f cllity's In\rest}_gaironl treatment based on physician orders. The
l?:tﬁa};ug;ﬁt 1;13'1;0';”‘ I‘QVB‘?L d, ouﬁrdﬁr‘\}v E IDON or designee will review daily 1o
; {M%n i Wen;nesd;ymgngoi:ri am) Go}u r:';adi'n 4 | Ass0re appropriate partics are notified in 2 i
;rnq Suny'Tues Thurs ‘Sa‘ (Su cigyr Tuesday | umely manner when sueh nolification i :
I - ' ' 1 + ' ' ” G i 3
| Thursday, and $aturday), On 8/6/11, 8/7111, and :u‘i:imf_’d'” _Jht ch;lfr houl‘rh ]r;]lmi: n.ls
| 8/8/11, received Coumadin 7mg..The LPNs Chs r]t-a,wsa d *“’”I}géq Bt
| (Licensed Practical Nurses) di&I not raad the SHnEEyEem(ECS) !
| orders, they just Iooked at the emply spaces on - :
the MAR (Medication Administration Record), Additionally, ~the IDON or designee
gave the med. (medication) and went oL reviews L,l:mngcs In resident Icondh_u.m or !
reatment in a stand up meeting with the |
Medical record review revealed no dogcumentation leam Leaders ang other members of e |
the family waz notified of the significant IDT (iee. therapy, social service, wound |
| Medication errors (resident recbived seven nurse).  These daily meelings  discuss
milligrams of coumadin for three consecutive residents with changes in condition or
| days). lreatment. I an appropriate party has not |
! _ been informed of the change in condijtion or | |
L Interview with the Interim DON {Director of | deatment, the IDON. Team Leader Nurse
| Nursing) on August 17,2011, &t 2:10 p.m., in the i | or designee follows up with the appropriate |
 conference room, confirmed the facility failed to | parties immediately. i
| notify the family of the resident | 2Ceiving 7 mg of .l [ ‘ N
Loumadin ror thres days instead of Cournadin 2 | i The IDON or designee wacks and gends _|
. ;1 alternating with Coumadin mg. J | these results und reviews the overg)l [
{F 287) | 453.20k)(3)()) SERVICES PROVIDED MEET | (F2s1)|

$5=0 | PROFESSIONAL STANDARD
|

‘ The services providad or arran

| must meet professional sta ndar

| This REQUIREMENT is not m
| by:

! Basad on medical record ravig
i the fagiity failad to foliow Physi
; the administration of 3 medicati

i of
|

thirty-one residents reviewad |

&d by the faciiity
is of quality. !

1 as avidenced

and intenview,
ian's Crders for |
on for one (#21)

elfectiveness of the system. The resuls of |
this tracking and rending, wre presented to |
the QI Team composed of the Medica] J
Director, DON, ADON,  Administrator,
Restorative Nurse, MDS Nurse, Therapy J
Manager,  Dining Manager,  Activity |
Manuager, Nurse Educator, Mcdical Records |
and Human Resourees Manager at the Q)
meeting held monthly but not Jess thun |
quinter|y. }
|
I

13
ORM CME-R3E7(02-00) Prayious Versien: Ohsolule

i
1
i
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mouth bid (twice a day
(8:0C p.m.) for constipation.”

ravealad,
8:00 a.m., 8:00 p.m. (Hold far
Constipation."

Medical record review of the M

Sy mouth bid. 8:00 a.m., 8:00 .m."

| Observation of the medication

1 tablets in the cart,

Interview with the medication n
west wing on August 18, 2011,
the hall, reveaied. "l have alway

August 18, 2011

vat 11:00 am.,
confirmed,

Re-admission Orders dated June 30, 2011,
revealed, "Senna 5 mg (milligrams) Tablet by
, 0800 (B:00 a.m.), 2000

( Medical record review of the P ysician's

| Recapitulation Orders for July and August, 2011,
"Senna 18 mg Tablet by mouth bid,
iarrhea): For

dication
! Administration Reoord dated J Iv,2 2011, through
August 18, 2011 evealed, "Senna 15 mg Tablat

i on August 18, i
2011, a1 10:45 a.m..with the medication nurse
(#7) on the west wing, revealed|Sennz 8.6 myg

rse (#7) on the
10:45 3.m., in ‘
given two '
tablets of Senna 8.6 mg (to resident #31)." 1

Interview with the Restorative Nlirse Assistant on
on the west wing,
“The resident received Senna 8.6 mg

S 0] [t
MMARY STATEMENT OF DEFICIENCIEE ' D PROVIDER'S PLAN OF CORREGTIO _ R
é’é"‘.—‘;ﬁ( ; (Ehgr]ij DEFIGIENCY MUST BE PRECCDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD ?:TE CD“;A?EET N
TAG REGULATORY DR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T8 THE APFROFPR
' DEFICIENGY)
F 281
{F 281) { Continued From page 3 {F 281} Medications will be given according to
Physicians'  Orders and professional
The findings included: standards of care,
| Resident #21 was admitted to the facility on May A physicians' clarification  order was
! 11, 2011, and re-admitted on June 30, 2011, with written on August 19, 201{ regarding the :
diagnoses including Hypertension, Dementia, and Senna for resident 4 31 1o receive 2 Senna J
Myoeardial Infarction, 8.6 mg tablets. ‘The resident continues to
i . recejve the correct dose of Senna.
Medical record review of a Physician's v ~

| |
| Residents receiving medications have the |
ability to be cffected. On August 17-19,
2011 the IDON lead g leam comprised Df'!
LPNs, RNs, MDS RN, MDS LpNs 1o

complete @ medication match-back process
10 insure no other residents were affected. [

On August 16, 201 1, all team [cader murses
WEre in-serviced by IDON, an LPN, 4nd ,
Nurse  Educator regarding  uppropriate |

medication passage including transcription |
} of physician orders. This began the onc |

bundred percent education 1o all licensed
| nursing  staff The education was |
| completed with alf licensed staff on Augnsi |
[ 22, 2011, New or rcturping licensed staff
members including licensed agency staff
will reccive education on medication pass
[ Prior to working on the units by the Nurse I
Educator, IDON of desigmee, {

Additionally,
demonstration”

onc-on-one "return
for accurate order entry was
conducted with licensed stafl’ on 8/28/2011 |
throuph 8/30/3011 by clinical resources -l
outside the facility, |

FORK CMS-2567/02.99) Pravious Vargions Obnalate

Event ID: OPSY1 2

Fagity ID TNAGTR
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{F 281} | Continued From page 4
| entered Senna 15 mg bid into th
|

Nurse #1 on August 20,2011, 1

order or put it in the computer.

| environmant remains as free of

f prevent accidents,
i
_l

f by:

| Providad documentation (invest
 bservation, facility policy raviey

|
‘ during a transfer for ane residar

| (ECS-Electronic Computer Sys tern),"
| Interview with the MDS (MinimUm Data Set) |
conference ropm, confirmed, “| calied the

Physician to validate the order for Senna 36 mg | '
bid on June 30, 2011, butl failed to write the

IF 323} | 483.25(h) FREE OF ACGIDENT | (F az3) - AN gt
SS--GIHAZARDS»’SUPERVISION)DEVICES : Administrator, Restorative Nurse, MDS§

i' The facility must ensure that the resident

} This REQUIREMENT is not rnsf: as evidenced I r

| Based on medical record FRVIBW taviaw Af fasiib,

I the facility failed to provide the 2ssistance of had been instructed oy,
two-persen transfar or the: use of & mechanical lift

[ thirty-one residents reviewed, The facility's failure

306 W DUE WEST AVE
IMPERIAL GARDENS EALTH AND REHAEBILI ATIO
R % NS H A T N MADISON, TN 37115
XY 1D [ SUMMARY STATEMENT OF DEFICIENCIES i o PROVIDER'S PLAN OF CORRECTION [ %5)
PREFI (EACH DEFICIENCY MUST BE PRECEDED BY EULL PREFIN (EACH CORREGTIVE ACTION SHOULD BE | coMPETICN
TAG ‘ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS_RE;‘:ERENCE;E o -[-H;;- APPROPRIATE CATE
H DEFICIENGY
|
]

| are noted they will be corrected by the
{F 281} Nurse Educator, 1DON or designee

1 bid, but on June S0, 2011, the admission nurse | immediately to assure the resident does not

e Computer get the incorrect medication. A medication J

i emrar report will be initiated by the person |
conducting the uudit and the 1DON or |
| designee will he notified. [

t 910 am., in the

‘ The results of the these uudits are aiven to ;
the IDON or desiznce, The IDON or |
desigmee wwacks and trends these resulis and |
[ reviews the oversl} cifectiveness of the [

system and reviews the outcomes. The |
results of this tracking and trending are |
presented 1o the QI Team composad of the !
Medical  Director, DON,  ADON, l

Nurse, Therapy Manuger, Dining Manager, |
Aclivity Manager, Nurse Educator, Medical |
accident hazards | Records and Human Resources Muanager at |

| as is pogsible: and each resident receives the QI meetings held monthly but no less ,I
| adequate supervision znd assigiance devices ta

than quarierly. |

| F323 !
¢ Residents will receive adequale supervision
and assistance devices to prevent accidents.

|
|
Resident # 1 is transferred 1o bed according |
gation), to her plan of care,
v, and interview, FTIor to the incident the nurse aide invoived
! PYOper ransjers und
; i lifis. auit belts, and proper body mechanics
t (1) of Al various  in-services provided by the ]

. . | facility, r

| to provide adeguate assistance for resident #1 i
| resulted in 2 fractured tibia and fibula (Al .| ! |
l Harm), | ! | '

l | .
FORM SMS-2087(02-20) Provious Varnien: Obsclew Event [0y, OPEY 12 Sacly 1D Thiasp If continuation shewt Page & of 11
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The finds included:

!
Resident #1 was admitied to th

Cardiovascular Accident, and
Medical record review of the M

required total assistanca with
activities of dally living.

20711, reveated, ... Use gait ba
| With transfers, »

Review of the facility's CNT (Cprtified Nurse
Card (card that instructs fhe
of the resideint) dated July 20, ‘

...Requires 2 peopie for i

bed mobility and may use iir,." |

| Technician) Care
I CNTs on the care
12011, revaaled, "
| transfers ang far

Ortnhor'a, 2008, with dingnogen inoluding Senile
Dermantia, Hypertension, Osteppenia,,
Dysphagia,

Set) dated July 12, 2011, revealed the resident
transfers ang all

‘ Review of the current care plan dated May 14,

€ Tacility on

DS (Minimum Data

it when assisting

| Further review revealed the CNT Care Gard did |

|' not match the current pian

i Review of the fagility's nvestigation dated July 34,

dated May 14, 2011,

| 2011, revealed, "Current intervention: transfer |

| assist x (times)
| assistance of two or yse of am
Medical record review af & nurg
(Huly 31,2011, at 9:18 a.m., rey
| TYPE: other: laft footleg caugh
| transfer. DATE OF INCIDENT:

| OF INCIDENT: 10:20 p.m...night shift.

1 Description of Incident: Alter b
i bad, ieft leg hecame wedged b
which was down, and bed, ON

1
|

Zlmechanical lift (transfer with the

achanical iift), " ‘

ing note dated

paled, "INCIDENT
tin side rall during
0773012011, TE

ing transferred to |
chwaen side rajl,
I describag |

i
:
I
i
|

outcome of the investigation and was later
terminated.

All residents being transferred are at risk to
be effected,

All hurses’ aides were trzined by the Nurse
Educator or designee  August 1, 2017
through August 11, 2011 regarding the
iifting policy, resident care cards, resident
care plans and transfers. New nurse aides
Including any agency aides will receive
training on lifting policy, resident cars

cards, resident care plans and transfers prior |

o caring for residents by the Nurse
Lducator or designee. '

Resident  Care  Cards  are  gencrated
automatically from the resident Care Plans
m ECS. Nurse aides will check the resideng
Care Cards prior 1o transferring residents lo
assure they know how the resident is 1o be
transferred.  Nurse ajdes sre monjtored by
the Nurse Lducator, Team leaders or (heir
designee for proper mansfer technigues
including using the appropriate number of
people and equipment, These audits will be
completed weekly X 3 weeks und then
monthly X 3 months.

The results of the these audits are given
the TDON or designee. The IDON or
designee racks and wends these results and
reviews the overall clfectiveness of the
syslem and reviews the outcomes.
results of this tracking and wending are

The !

|

;
|
|

|
|
|
i
[

presented to the Q1 I'eam composed of the |
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Fa | ; The nurse aide invoived in the incident wag f
{F 223} | Continued From page § {F 323) immediatcly  suspended pending  the |
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| hearing a "POP" and then the resident's leg was

i between the rajl and the bed, [This resulted in a

| 3.5 inch x 1.5 inch raised area to left shin, No

;' bruising. Sweliing Present._.pajn and swelling to
left lower anterior leg.. FIRST AID: emergency
room: POSSIBLE CAUSE-.. STAFF

i INVOLVED.. "

| Medical record review of 2 Physician's Order
| dated July 30, 2011, at 11:15 p.m., revealed,
|’ "lransfer to...(logal hospital).,

Mecdiical record review of a Radiology Report
dated July 31, 201 1, reveaied, "._.On the left thers
is an oblique fracture of the distal third of the tibig |
with fracture fragmenis in Nean anatomic
 alighmeant...there is alza 3 fraciure of the distal
| fibular diaphysis... There i severe extensive
| Ostaopenia... The fibular fractufe may be ojd,
| although this is not certain,”

! Mediical record review of 2 Hospital Physician's

[ History ang Physical dated July 31, 2011,

| revealed, " The patient tas mild tenderness to

| Palpation about the ief mid shafl tiniz,
(Resident's) compattments arc very soft and

; “ompressibie,. (resident) has mo pair,.."

1 Medical record review of the haspital discharge
instructions dated July 31, 2011 y révealed, . This
fype of injury often occurs whan the ankle is

| severely twisted causing tearing of the ankle ‘

| figaments and alsg a break in the bone that the

, igaments are halding tegether | » ‘

|
| Medical recort raview of & nu."sjing note dated |
| August 1, 2011, at 10:28 a.m., tevealed, |
| "Returned from. . fioeal hospital) ER (Emergency

i
J
f
|
J
|
j
[
i
|

Administrator, Restorative Nurse, MDS
Nurse, Therapy Manager, Dining Munager,
Activity Manager, Nurse Educator, Medical
Records and Human Resources Manager at
the QI meetings held monthly but no less
than quarterly.
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ichm). Splint to lett leg, Ace
| mid thigh, "

} Review of the facility's investig

' fransferred from the shower o

'i when the left lag became enta

(resident) onto the bed, The R

i was transferred to...(local hos

| U5t DNe-INIrg ot the inia angd
| Was returhed to the facility the
i moming..."

| (Registered Nurse) with the C

; the racirdant an Juhy 20, D44,
| askad (CNT) if
: Were supposed to transfer the

| (CNT) stated, "(Resident)

|| and had been cooperative

J busy and (CNT) though
agione..."

L{CNT

} Review of the faci
1 20117, revealed,

status of the resident but mad
| transfer the resident independ
| reported did not use the gait b

[}
T —

| 1, 2011, revealed, "Resident was being '
: Tails. The side rails were in the
i CNT reporled hearing a sound

Nurse) was immediately notified and the rasident

| determined that,. (resident) had fractures of the

CNT was aware of how

[ why (CNT) attempted the transfor alone and
W28 M a good mood
and everyone eise was

fity's investig
"(The CNT wh
i resigent) reported to be aware

s faciitty policy for use during tran

wrap from foot to

ation dated August

air to the bed
1gied in the side |
low pasition. The |
when she lowered
N (Registered

ital) where it wag

fibula...(resident)
oliowing

| Review of the ¢aciliy's documentation dated July
131, 2011, of an interview cond

uctad by & RN
T that transferred

N

vealod,”, AR

ra

sident)...Ask

}could da

ion dated July 31,
transferred the
( f the fransfer
e/the decision o
ently....(CNT) also
et which is alsn
sicrs,"

many siafl |

]
|

F
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£ - = i 'DER' F C CTION K3
e | A DIy TS B e | D (EACH COmREE T AT choaee | coud o
TAG REGULATORY OR L5¢ IDENTIFYING INFGRIATION) [ TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
| ; DEFICIENCY)
{F 323} | Continued From page & | {F 323}
Observation on August 18, 204 1.8t 8:30 am,,
revealed the rasident lying in bed, asleap,
Continued obsarvation revezied a cast {o the left
l lower jeg.
Review of the facility's palicy for Transfers - -'
revealed, "It is the policy of this facility that a gait
| belt must be used when any resident is being [
ambulated. The gait belt must be applied before | |
the resident stands.” |=
| Interview with the Registered Nurse (#4) (who | |
{ Was working on the East Ha| ph duly 31, 2011) '
| oh August 15, 201 1, at 5:00 pim., by phong, | !
| fevealed, "The CNT called me to the room on ! f
L duly DO, 2011, abuul 10.00 a1, GNd STRIES whnen | ‘
| (CNT) stood and pivoted the ident, (CNT) | | F333 !
[f hegrd o p(oppird-:g soun?}; [ eExa ined the resigent I' ‘ |
and sent (resident) to the Emerganc Room. | e 1 i pand |
'J azied the CNT wh)y {CNT) atty r;?‘pteg to transfer | _Remflcr,” #} 1 .\?ah Laﬂbfirred i~ th‘" ’
the resident, knowing it required two people, The | S Le i ospital on 8"("3"‘0] 1y ke ,I
| ONT stated, "l dign't have any|one to help me." | | | reqmsiered nurse(RN) on auly upon the
i' 1olc ONT that (CNT) had not calied for any help.” i . dwareness of an elevated PT/INR fevel
: . o o ] | of 92. The Nurse Practifioner way
iI Eﬁ?ﬁgrqv%h ;n:: Agjn;:ér:strat o7 on August s, | | notified, Ihe RN on duty then (
| yall: MR conference room, P oreviewed 3 ac: R FPE
] | confirmed the CNT faiiad 1o tr nsfer the resident | | ]:c;]e}“-ftj R?Sldem ik Med!u.‘mo:; ’|
| with the assistance of two pecple or the use of 2 o I RE.G ard .(hMR'-’ e r
| mechanical (i, resulting in a friacture of the tibia fo””d_ that the resident had received :
| angt fibul { Actual Harm), three incorrect doses of Coumadin aver |

: the previous three days. The RN on |
CIO 28445 J duty immediately notified the on-call |

‘ Nurse  Practitioner.  the atlending
i physician  and the interim IDON |
i (IDON) and wag instrucled by the
(F 333) | 483.25(m)(2) RESIDENTS FREE OF o 33| IPON on fo immediately initiate the |
$8=2 | SIGNIFICANT MED ERRORS | Mvestization of the error that night,

|

FLORM, CMB-25G7 (0200 | Previout \tersions Obzalats Zvem I GPAY12 Fasity 10 Th1ae 2 If eontinuation siyeet Page & of 1
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AND PLAN OF CORRECTION . JVOENTIF|CATION NUMBER: COMPLETED
A BUNLOING
BAING R-C
445047 M 08/06/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
306 W DUE WEST AVE
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(%310 | SUMMARY STATEMENT OF DEFICIENGIES i =

| PROVIDER'S PLAN OF CORREGTION | s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX ! (BACH CORRECTIVE ACTION SHOULDBE | Cowmtemion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG ) CROSSREFERENCED TO THE APPROBRIATE i DATE
: | DEFICIENGY) ;
! |
| . ' IDON continued the investigation
{F 233} | Continued From page © F 333)| 1ne A ;
}; Pag { ) ) on §8-10-2011 by reviewing all residents l
| The acility must ensure that residents are free of | on Coumadin therapy and the oL |
| any significant medication errdrs, of alternating patterns  when writing
Physician’s  arders, Alternating
) . patterns means medications ordered to |
| This REQUIREMENT is not met as evidenced be administered on  difTerent days ‘
 by: ’ icati ; ven |
X . and/or medication doses 1o be aiven at
pased on survey results dated August 20, 2011, different times, (i.e. Coumadin 3me
the facility failed to prevent a significant med error N X
resulting in a criical PTINR | - Monday, Wednesday, Friday ':{lld,'or 4
| (Protime/international Normalization Ratio-iab | mg  Saturday,  Sunday, Tuesduy,
i feni used to determine therapeutic levals for Thursday). The findings of the facility
biood thinning medications) ard hospitalization | investigation were reported  to  the

for ane (#11) of fourteen ragidents receiving |

/ teen Administralor  and  the Quality
anticoagulation megication,

|
|
Improvement  Coordinator (QICY on f
f
|
H

The facility provided an aceeptable Credibie ' Augusr; 10, 2017. s 'he urse who
Allegation of Compliance with 5 compliance date | ranscribed the physician order failed 1o
! of August 20, 2014, A revisit completed on ~use the appropriate order structure.
| September 6, 2014, rovealed ihe correciive Therefore, the altermating doses of the

, Actons implementad August 30, 201 1, remaved -
| he Immediiate Jeopardy at F383, byt !

medication were not correctly sent to

|

; ! ! | the MAR. !
non-compliance continues at 2 "p” lave|. ; | !

? I . : e
[ Vaiidation of the Credible Allegation of | [ The Registered Nurse who transeribed |

‘Compliancewaa accompiished through medical | ’ the physician order on  8-6-20! |
] cord review and interview with ficensed nurses. reccived  a - written  perfurmance

The facility provided evidence of inservies and correction notice by the IDON on 8-1)-

trovimimg _rr.aa"r.'a far all Mutrahig slalf  elaley o e J 2011 for allingo 1SUTE . 5icid
| Med;capcn Pass Exgepﬁor_u Repurg verification of it fwag C];:;_;S fiam;rit}};:dp i;g:ow,f:

admission/readmission orders during regular Platironie  Pos i o [
] nours with two licensed nurses, verification of | = cetronic  Charting System (ECS), |
| admission/readmizssion orders faftar 5:00 p.m. or | The IDON  gave  immediate |
L Auring weekends, entering physician orders into . ed\IC&I.IOTIr"tI'.'-_'LilliI'lg on  8-11-207] ‘

the Electronic Charting Systenﬂ? Electronic ! regarding the proper procedure for ;
‘Char-‘:ijg Sysiem Reference Carae, and entering - physician orders it the |
!&;e]}iglg‘:;lr? lggrgcsgtﬁﬂ;cigxﬁdjg L:r;g']"etc j Electronic Charting Svstem (ECS) and |
.l Y| IDOIS USea [ | thep referring back 10 the MAR IO
FORIM CMS-25R7(02-89) Previour Varson: Oheglets Event D OF5v 2

Fachity [0 T2 IV tontinuation sheet Page 70 nf 19




143AM P 16
. B321 Sep. 12 2811 18
From :UANGUARD_IMPERIAL-MAMNOR Fax MNo. 61586563 '
WU Os0B 1f BD GCeadAn?on HIEALTIHL Sance FCASILITY . i A i1R71C
PRINTED: 08/07/20%1
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {x1 PRO\}HEEISUPPL!ER!CLIA (X2} MULTIPLE CONSTRUSTION {):S)gg;tl; LSéJTQ\BEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:; A BUILDING J =
) R-C
445087 B 05/06/2011
NAME OF PROVIDER QR SUFRLIER STREET ADURESS, CITY, STATE. ZIP CODE
306 W DUE WEST AVE
ILITATI
IMPERIAL GARDENS HEALTH AND REHABILITATION MADISON, TN 37115
(xdyp | SUMMARY STATEMENT OF DEFICIENCIES | 1D ] PROVIDER'S PLAN OF CORRECTION s
PREFLY | {EACH DEFICIENGY MUST BE PHECEDED 8Y FULL PREFIX {EACH CORREGTIVE ACTICN SHOULD BE cmv: Tﬁglun
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DEFICIENCY)
| | review and asswre thal 1t entered
{F 3232} | Continued From page 10 [ {F 333}

—

i document ongoing manitoring of verification of

| medication orders, accuracy of franscription of

' Physician orders to the Medication Administration
| Records and accuracy of the medication

‘ administration.

interview with seven licensed nurses on all units
confirmed the licensed nurses had heen
i inserviced on Coumadin orders and
administration, admission an readmission order
verification process, and had mpieted
competencies for medication dministration and

entering Physician orders into|the Electronic
Charting System.

‘ Review of ton resident's (#1.2,3,4,5,6,7, 8, 9,
10) physician orders and Medleation

| Administration Recorde fevealed the orders were
» entered corectly into the Ele fronic Charting

| Systems and werz copfirmed y two nurses,

; Observation of a Medication Rass on September |
| 6. 2011, from £:00 p.m.-&:00 .m. of three
| resident's (#4, 5, ) confirmed aceurate

! administration of Coumadin and other

| medications,

| The facility remains out of compliance until it -
 provides an acceptable plan of correction to

‘ include the continued monitoring to ensure the
i deficient praciice does not redecur ang the

{ facility's corrective measures could be reviewed
i and evaluated by the Quality Assurance

! Committee,

FORM

CRS-256705.02) Previpus Versan: Oftwzalate

correctly.  The two LPN's invalved in
the incident both received a written
counseling on  8-11-2011 by the
Registercd  Nurse  for making a
medication crror mvolving Coumadin.
The Registercd Nurse pave immediate
cducation/training on 8-11-2011 to the
two LPN's involved regarding the five
rights of administering  medication
thoroughly reading the physician orders
and clarifying the order if there are
questions prior to giving medications.
The resident is no longer at this facility,

I
|
Residents receiving medications have {
the potential 10 be affected by thiy [
practice. including, but not limited 10,
residents who have daily coumadin [
orders. |

J

|

Beginning on August 10, 2011  the

physicians™ orders in the residents’ |
medical records were reviewed {acility
wide by the IDON and Licensed
Practical Nurse (1.PN) to assure that no
other transcription errors related (o
Coumadin therapy had oceurred. This :
“match back™ process was conducted F
by a Licensed Practical Nurse (LPN) |
and the IDON, This pracess checked |r
the physician orders in the electronic |
charling system (ECS) and matched ;
them to the Medication Administration !
Record (MAR) ][

focusing on

i
|
|
Svent I ORGYy Y

Fecliiee 1T TMa 2
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R4y 1D SUMIALRY STATEMENT OF I:if.ﬂcmNGIEs i} | PROVIDER'S PLAN OF CORRECTION ] e
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; 1 DEFICIENGY) |
1 i : T
{F 333} ! {F 333)| Uanscription  erors.  No  other

discrepancies were found.

Beginning Auvgust 17, 2011 as part of
ongoing quality improvement this
process was repeated facility wide by
MDS RN, MDS LPN, Staff RNs, Staff
LPNs, LPN  Unit Clerk, LPN
Admission Nurse, LPN Medication
Managers and Contract LPN lead by
| the IDON. This tcam audited physician
by ! orders, MARs and medications for ai]
residents,  The process checked the
written physician orders on the medicsl
, record against the physician orders in
the electronic charting system (ECS),
| Then, the physician orders were |
| matched to the MAR and checked
! against the medications availabic in the
medication carts. The only discrepancy
noted was for one resident and one
medication that had a slart/stop  date
with the star( date starting one day late, | !
The physician was notjfied by the LPN ]
conducting the audit and the physician
extended the period of time for the
| medication for onc day. This audit
i process was completed on August 19,
i 2011,

The 24 hour report automatically pulls |
| - all new physician medication arders for |
| ' the previous day to the 24 hour report. |
| . .l - This 24 howr report is utilized o !
| . | | identify all new physician medication
FOiaa CMa-I5ET(02.99)
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PREFIX {EACH DEFIGIZN
TAG REGULATD YO

SUMMARY STATEMENT OF CEFICIENSIES |

CY MUST BE PRECEDED BY FULL ‘
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o |
PREFIX |
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SMOULD BE
CROZS-REPERENCED TO THE APPROPRILTE
DEFICIENGY)

{F 323)

L |

{F 333} !

| COMBLITION

%5}

i

orders written,  All new physiciang’
medication  orders  entered by the
licensed nurse are reviewed daily for
appropriate format in the ECS by the
IDON, or designee. This review i
completed within 24 hours of any
newly transcribed medication order.
This includes the name of the drug, the
dosage, the route, the frequency, the
time and the reason (diagnosis) for the
medication, Any errors  or
meonsisiencics in the formal of the
medication  order  are immediately
corrected by the IDON or designec.

On January 7, 2011 the process Tor g
Medication Pass Exception Report was
initiated, This  Medication Pass
Exception  Report  identifics any
resident  whose medications werte
vmitted and the reason for such, The
Medication Pass Exceprion Report i
automatically generated from the ECS
and is printed afer each medication
pass by the RN/LPN Medication Nurse,
This report is reviewed with the RN
Team Leader and RN/LPN Medication
Nurse at the end of each shift.
Additionally, it is reviewed daily
(within 24 hours of com piction) by the
IDON or designee. The reason for any
medication omitted is written on thig
report and in the nurses’ notes. I an
error is detected. the Team Leader
Nurse immediately, at the tme of

|‘
!
|
i
|
i
i
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|

PREFIX

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DESICIENGY

o
| GOMRLETION
DaTE

e

l

!
!
E
|

discovcr‘y, notifies the IDON and the
atlending physician either in person or
by a telecphone call. The error s
corrected/resolved by the Team Leader
Nurse and the responsible party/Power

of Attomey is notified of the incident .-

A medication error report is completed
with the nurse who made the error for
the  purpose of ongoing  quality
improvement, and personal education
and training,  Then, the Exception
Report is signed by the medication
nurse and the Team Leader Nurse and
given to the TDON., This process is part
of our entire medication check process
0 assure  residents are Teceiving
medications  appropriately. This
process is ongoing.

Begiming August 23. 2011 the MAR
in the ECS is reviewed and compared
to the current phvsicians’ medication
orders seven days a week by ihe
RN/LPN to monitor and preven! a
medication error.  The results of this
monitoring are reported to the [DON
dailv. This review/monitaring procsss
is ongoing,

{ When o resident s admitied  or
!oreadmitted (o the facility, the transfer
i plan of carc recommendations from the

hospital are reviewed with the atlending
| physician by the Comporatc RN
- Admission Coordinator or designee and

I>-2BRTIDL-09) Previoye Varmpme Qoociste

Event 1D D35y
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or revision of recommendations takes
place upon receipt of the orders from

the  wansferring  facility  and
confirmation that the resident is indeed
being  admilted. The  confirmed

admission orders are then entered into
the Physicians’ Orders in the ECS by
the  Corporate RN Admission
Coordinator or designee. These orders
are double checked by a RN/LPN upon
admission of the resident into the
facility 1o assure that no mconsistencies
are present and that the order entry
Process was completed accurately and
timely. This double check process
continues by a RN/LPN per [acility
process, monitoring the MAR. against
. the physicians’ orders on & 24 hour
basis. seven davs a weck, For residents
who

o | PROVIDER'S PLAN OF CORRECTION |
PREFIX {EACH DEFIGIENCY MUST SE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
ThG REGULATORY OR LSC IDENTIFYING INEORMATION) bTAG | CROBS-REFERENGED TO THE APPROPRIATE i DATE
. -’ ’ ] i DEFICIENCY) |
Ees : cither confirmed or reviscd by the
{F 333) {F 333} attending physician. The confirmation

: arg  readmitted,  all prior ! [
| physicians® orders are discontinued by | [

Y 1 . . I i
i the  Corporate RN Admission |

- Coordinator o designee just prior to
| entering all new orders into the ECS,
" Therefore, all physicians® orders should
| icflect the date of the readmission to
i the fucility, The Administrator and/or
l IDON are notified of any after five pm
| by the
! Nurse,

or  weekend admissiong

RN Admission
Facility  Admission  Nurse, Socia]
| Worker or RN  Team Leader or
o designee 1o assure  the appropriate

Corporate
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follow wup s implemented,  Thiy I
notification generally oceurs beforc the |
resident arrives and is at 4 minimym |
within four hours after the resident hag !
been admitted to the facility, 1If the |
Corporate RN is unavailable to initiate |
the usuy] process, the RN/LPN Team. |
Leader enters the physician medication ]
orders. A second RN/LPN Team |
Leader reviews the medication orders J
and matches it 1 the MAR. Then, a |
RN/LPN Medication Nurse conducts a
fnal review matching the physiciang [
|
|
|
|
|
]

medication orders to the MAR prior to
the medications being administered.
The IDON instructed the RN Team
- Leaders and LpN involved on this
process on August 27, 2011, - The
Administrator or JDON reviews he
| process with the team 10 assure no
medication transeription errors oceyr ‘
cand the process s followed.  This |
notification process bewan on January |
16.201] and was revised op Augost 27,
2007 10 assure that the order double |
check process could oceur timely, |
| within 24 hours from admission and the |
Process Is ongoing, '

On Augus( F6, 2011, all team leader
| urses were in-serviced by IDON, an
LPN, and Nurse Educaor regarding
physician  order entry  including | !

aliernating doses and one time ondy |
i doses of medicutions m the FCS. as i
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{F 333) + well as Jab monitoring and medication |
. | administration.  This began the ope |
| | hundred percent  education 10 all }
f licensed nursing staff. The education !
‘l was completed with all licensed siaff |
! on August 22, 2011, Additionally,
! licensed nurses are trained on LCS
during  orientation by the Nurse
Educator or designec, This includes
how (o enter physician orders, Tn order
10 45818t licensed nurses, LCS reference
cards were initiated on August 28§,
2011, These reference cards are
located on each nursing wing with
Instructions on how to use the ECS
System. Included in this is 4 card on
! how 10 cnter physician medication
; orders into the ECS system, These
reference cards provide step-hy-step |

i : instructions to the licensed nursing staff |
| ‘ regarding ECS.  These cards follow 5
[ ! : the one-on-one return demonstration

cducation, which was provided by the
Corporatc RN and her designee and |
reinforecs this education (see helow)

e

Additionally, medication pass  audits ’ .
are being conducted weck ly on ficensed | J
nursing sta(f ineluding licensed nursing | /
agency stall by the IDON. Nurse |
Educalor and RN Team Leaders, This
- audit tool waus revised in April. 201] |
; - and weekly audits beoan on August 8, | |
! $ 2011, These audits check 1o assure the
| | licensed nurse ideniifies the resident !

/

T

R, ONZ-28CTRL o Sz Vgmsima Dovmee

S o ' 3sly i TR ¥ continuation: stee! Page i of o1

[Fo7 14




UANGUARD_IMPER I AL—MANOR
ygs il 1953

From

el

Fax MNo.

E555%45720

DEPARTMENT OF HEALTH AND HUIMAN SZRVICES
CENTEPRS FOR MEDICARE & MEDICAID SERVICES

16158650321

Sep. 12 2811 18:45AM P 23
HEALTH Cars FACILITY pras
PRINTED

H 05!0?.’2 11

14718

FORM APPROVED
4 OM3 NO. b838-p301

| STeTEMENT OF DEFICIENGIES (%4} EROWIE

ER/SUPPLIERIGLIA

{X2) MULTIPLE CONSTRUSTION

NS FL Al ERS oL (%:3) DATE SURVEY
SLAN OF CORRECTION IDENTIRISATION NUM ER ! } =
! CORREZCT S COMPLETED
R-C
| B. WiNG )
1 el 09/05/2011
1. NAME OF PROVIDER QF 3UPPLER STREET ADDRESS, CITY, STAYE, 2IF SODE B
| IMPERIAL GARDENS HEALTH AND REHABILITATION 308 W DUE WEST AVE
1 MADISON, TH 274 15
Bap | SUMMARY STATEMINT OF DEFICIENGIES i w1 PROVIDER'S BLAN RECTION -
PREFIX | (EACH DEFICIENGY MUST 52 FRECEDED BY FuLL | prEFm | (EACH CORRER T E’JTT&?J‘S‘;SBL% e b ]
TAG I REGULATORY OR LT IDENTIFYING INFORMATION) ‘ TAG j CROSE-RESERENCED TO THE APPROPRIATE | baTe i
: | | DEFIGIENGY
{F 333} | {F 333){ Pror to administering medication, and

b

that the correct medication is given 1o
the resident in the correct dose, by the
correct route and at the right time, The
monitor ensures residents who receive
medications that need monitoring are
reviewed or assessed prior to the
administration of the medication (ie.
Digoxin, Coumadin, etc.). When
applicable, lab values are checked by
the RN/LPN priar to medications being
given in accordance with physiciin
orders,

A ome on one in service “retum
demonstration for gecurate order entry”
was conducted with the  Jicensed stalf
on 8-28 through §-30-201] by clinicat
resources outside the facility. This
inciuded the entry of 4 Coumadin order
that required a special patiern setup, an
antibiotic order, a once monthly order
and an every other day order that
started on a futwre date. The licensed
murse was observed as the orders were
written,  cducation  provided  when
needed and checked off for eompetency
| when  compieted.  Conmact  labor
registercd nurses and licensed nurses
working in the facility during the (me
frame of the above listed in services
also participaied in the cducational
process,
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{F 233) I F 333 New or returning licensed swff

members including licensed agency
staff will receive one-on-one education 1
with return demonstration for accurate
order entry as stated ahove and will be
checked off for competency  before
working on the units by the Nurse
Educator, TDON, or desi gnce, ‘

On September 9, 201] the results of |
audits were taken to the QI Committec, |
The comminee determined that the
Nurse Educator or designee is 1o

. continue  the training with nurses |
(including  agency  nurses)  on:
medication  pass exception  report,

| verification of admission/readmission

orders during regular hours with two [

Hicensed  nurses,  verification  of i

admission/readmission orders afier $ !

pm or during weekends with no lesy

" than 2 Jicensed  nurses. enlering ]'
|

physician orders inio the Electronie
Charting System, and  Electronic
Charting  System Reference  Cards
before working on the units, Ths
| Ppractice will be ongoing. Additionally,
| the Nurse Lducator or designee is 1o
continue with medication pass audits at
Jeast twice in September and then Bi-
| monthly medication pass gudits on all
| nurses (including agency) for no less |
| than two additional months,  This
I recommendation was approved by the
| QI Commitice and the Administrator |
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